A 76 year old Chinese woman presented with a pelvic abscess, secondary to perlorated carcinoma of the jejunum. Plain abdominal radiograph showed a mottled lesion which corresponded to the site of the perlorated tumour seen on CT and confirmed during laparotomy. The clinical and imaging features of carcinoma of the jejunum are briefly reviewed.
Introduction
Carcinoma of the jejunum is a rarely encountered lesion which usually manifests clinically with non-specific signs and symptorns.Abscess formation from its perforation as a presenting feature has, to our knowledge, not been described previously.
We report the clinical and radiological findings in such a case.
This article. is a reprint ol a case report from the Diagnostic CliniCSSenes of the Singapore Medical Journal.
Case report
A 76 year old Chinese woman first presented to our hospital with a one day history of abdominal pain, most severe over the left lower quadrant. There was no significant past history except for a rather vague history of constipation for one year. Examination revealed an obese and febrile woman. Vital signs were stable. There was generalised abdominal tenderness, mostsevere over the left lower quadrant, but no
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SA JOURNAL OF RADIOLOGY-November 1996 palpable mass. Rectal examination was negative. Her temperature spiked soon after admission. The white cell count was raised at 20.2 g/dL with predominant neutrophilia (18.5 g/dL). Liver and renal function tests were normal, as were serum amylase levels. She was started on intravenous antibiotics with a presumptive diagnosis of diverticulitis. Plain abdominal radiograph on admission ( Figure 1 ) showed a large rounded mottled area in the left upper quadrant, with no evidence ofbowel obstruction. CT done three days later confirmed the presence of a large mass of soft tissue density at this site (Figure 2a ). This mass contained oral contrast indicating communication with the bowel lumen. Air and debris-like material within the mass correlated with Ultrasound also confinned the presence of a large pelvic fluid collection.
At laparotomy, a polypoidal tumour, measuring 8 cm in diameter; was present in the proximal jejunum. Its base was perforated and sealed with omentum. Loculated abscesses were present at the left iliacfossaand the pelvis,each containing about 50 ml of pus. There was extensivelymphadenopathy along the course of the superior mesenteric artery Smallbowel resection with end-to-end anastomosis and abscess drainage was done. On histopathologicalexamination, the tumour had infiltrated through the full thickness of the bowel wall into the surrounding subserosal adipose tissue. The lesion was extensively ulcerated, and the serosa showed changes of peritonitis. The diagnosis was undifferentiated carcinoma of the 
Discussion
Primary tumours of the small bowel constitute a mere 1-2%of allgastrointestinal malignancies. Carcinoma of the jejunum is rarer still, comprising 0.22% oflI 438 cases of gastrointestinal tumours in one series', The rarity ofjejunal carcinoma issupported in other large studies of small bowel tu-mours+" Signs and symptoms of small bowel malignancy are vague and non-specific, often being present for months or years before the diagnosisismade. 1, 5, 7, 8 The more frequent presentations of this tumour are pain, anorexia, weight loss,bleeding or small bowel obstruction.v" Perforation is a rare presenting feature of adenocarcinoma ofthe jejunum, occurring in only one patient in a series oBI cases'There were no instances of perforation in two other large series, jenunum.
Her postoperative recoverywas complicated initiallyby wound infection. She then developed bilestained vomiting about four weeks later.Water soluble contrast meal showed complete obstruction at the third part of the duodenum ( Figure   3 ), which was shown to be due to massive lymphadenopathy on CT (Figure 4) .The rapid progression of lymphadenopathy subsequently produced bilateral ureteric obstruction. She finally died seven weeks afterthe operation. comprising 16 and 32 patients, respeetively.3,4It was interesting to note that in a pathological study of IOcases of jejunal adenocarcinoma, all I0cases showed transgression through the bowel wall, with direct extension of tumour into the mesenteryin 4 cases? It is thereforesurprising that perforation and its sequelae are not manifested more frequently, as in our patient where perforation was followed by infection and abscess formation.
The plain abdominal radiograph is usually unhelpful for the diagnosis of jejunal carcinoma unless a complication such as obstruction or perforation had occurred.
The unusual plain film appearance of a large mottled area was probably produced by debris and air within an abscess cavity adjacent to the site of perforation. This feature was not recognised at the time the radiograph was taken asit was thought to be due to faecal material. In retrospect however,this was unlikely as its shape was too circular and no other adjacent faecal-filled bowel loops were evident radiologically.
The large soft tissue mass seen on cr was produced by a combination of the tumour mass, abscess cavity and surrounding adherent omentum. The cr appearance of jejunal carcinoma has previously been recognised as a polypoidal or annular mass causing luminal narrowing. 10 , II Although extra-luminal growth andinfiltration of the surrounding fat have been described in tumours, the irregularity of the mass outline and streaky ill-definition of the adjacent fat in our case was due to an infective process.The path of spread of infection was clearly demonstrated on CT by fuzziness of both the inner and outer walls ofthe left abdominal wallmuscuIature, leading to fluid coUections in the left iliac fossa and pelvis.These findings oflocalised peritonitis and pus were subsequently confirmed at surgery. Initial cr failed to detect mesenteric lymph node invasion in our patient, reflecting the experience of other investigators. I I Moreover, lymph node enlargement in jejunal carcinoma is unusually not asbulky asthat characteristicallyseen in lymphoma." A remarkable feature of our case was the rapid onset and progression of massive lymphadenopathy; which eventually lead to her unexpectedly quick demise. We are unable to explain the aggressivebehaviour of this tumour. CT in combination with small bowel enema has been advocated for the detection and preoperative staging of thistumour'!" Smallbowel enema is more sensitive than conventional small bowel follow-through examination in detecting jejunal carcinomas, manifest as polypoidal intra-luminal masses, annular strictures or ulcerated masses. Indirect evidence of tumour includes dilated bowel loops and fistulas," In our case, cr also illustrated the unusual presentation of pelvic abscess formation in jejunal carcinoma.
